Introduction
============

Organisational learning is a concept developed over the last four decades in the business management literature, although its track record in the health field is not as extensive as in other sectors of activity. This acknowledgement of the limited contribution of organisational learning to healthcare in general and to integrated care, in particular, justifies it being chosen as a "lost" topic in the literature which could be of interest to the readers of the *International Journal of Integrated Care*. We, therefore, aim to revisit the concept of organisational learning and study its progress over the last few decades.

As authors like Edmonson and Moingeon \[[@B1]\] recognised organisational learning encompasses a too broad territory in the management literature that is prone to confusion and multiple meanings. Therefore, they defined organisational learning as a process in which an organisation's members actively use data to guide behaviour in such a way as to promote the ongoing adaptation of the organisation. In this paper, we use this definition that allows understanding organisational learning as a process that can be initiated, developed, and practised.

The first papers in this field appeared in the 1960s with pioneering contributions from March and Simon \[[@B2]\], and Cyert and March's general theory of organisational learning and organisational routines \[[@B3]\], but the topic became popular as a result of the theory of action by Argyris and Schon \[[@B4]\] in the late 1970s, culminating in a veritable explosion of management publications on organisational learning in the 1990s with a parallel boom in the number of authors interested in the subject, including the contributions by Peter Senge \[[@B5]\], which represent a genuine turning point in this field. In his book "The Fifth Discipline: The Art and Practice of the Learning Organisation", he considered organisational learning to be a key element in the overall understanding of the organisation and the relationships between its components, defining it from a systemic perspective and highlighting the importance of leadership in this field. He also put forward the concept of the Learning Organisation, which subsequently acquired great popularity.

The following years saw the consolidation of the body of knowledge concerning learning within organisations that is relevant for health organisations \[[@B6]\] and for integrated care.

As integrated care does not evolve as a natural response to emerging care needs in any system of care, whether planned or market-driven, great relevance is also acquired by the study of organisational learning as a deliberate, proactive process \[[@B7][@B8]\] more than a mere process of adaptation \[[@B3]\] to the requirements of the surrounding environment. Successful organisations are therefore those that are capable of anticipating changes in the environment, learning proactively and redesigning their processes with a view to obtaining the desired results. This capacity to learn and improve performance is framed within a knowledge-intensive sector with a pace of technology innovation and production of new biomedical knowledge scarcely paralleled in other fields of activity. Moreover, it is confronted with demographic and epidemiological challenges characterised by chronicity and multimorbidity.

The current context of integrated care development is ideal for revisiting the contributions that theories such as organisational learning can make in this regard. In the US, for example, in the field of development of ACOs (Accountable Care Organisations), Shortell \[[@B9]\] and Nembhard and Tucker \[[@B10]\] acknowledged that organisational learning can improve the understanding of how organisations collaborate, learn from each other, and achieve coordination. It also aids understanding of the dynamics of piloting and incorporation of new behaviours and practices geared to integration and their impact on the progress towards the Triple Aim \[[@B11]\].

On researching the literature for study in-depth the organisational learning concept applications related to integrated care, we discovered an early work that had not been widely disseminated, published under the title of "The Integrated Care in Shropshire project: lessons from experience" \[[@B12]\]. This is one of the pioneering contributions that highlighted the role of organisational learning in care integration projects and in relation to interprofessional and interorganisational collaboration, teamwork, development of a shared vision, etc. As the paper was written in the early 1990s (coinciding with the popularisation of the concepts of organisational learning and the Learning Organisation in the management literature) the mention of this concept comes as no surprise; what it is surprising is that it subsequently reappears so little in the field of integrated care. In fact, it was not until 1998 \[[@B13]\] that a paper was published contributing to theoretical advancement in both areas of knowledge, suggesting how integrated delivery systems can create a climate of system-wide learning through a shared vision, facilitative leadership and an organic structure.

It will also be seen that some of the core issues of integrated care development and implementation have been described in the literature for several decades but have not been generally resolved \[[@B14]\], despite the large amount of experiences, knowledge and evidence of effectiveness built up on the subject \[[@B15]\].

Description of the organisational learning concept
==================================================

The working definition of organisational learning used in this paper considers it as a process that requires individual cognition and supports organisational adaptiveness. It is a process of acting, assessing, and acting again, an ongoing cycle of reflection and action that cannot be taken for granted in organisations \[[@B1]\].

Organisations thus improve their processes and products as they learn, integrating new knowledge, and this enables them to perform successfully in a changing environment \[[@B16][@B17]\]. It has also been observed that companies' per-unit production costs tend to decrease over time \[[@B18]\]. This cost reduction is attributed to learning. The relationship between time elapsed and improvement in performance has been called "the learning curve".

In competitive markets, much of the research has focused on organisations that learn from their own experience in order to gain a competitive advantage and on studying why some organisations in rapidly-changing industries learn, adapt and prosper while others do not \[[@B19][@B20][@B21]\]. Keeping up with the pace of technology innovation strains the organisations to such an extent that trusting in experiential adaptation (based on their accumulated experience) does not guarantee their competitiveness or survival. Therefore the aforementioned notion of "deliberate" organisational learning emerges, meaning that re-engineering is required to produce the best results.

The organisational learning theory takes the socio-organisational context into account, and the individuals in an organisation thus learn within a social context where others are also learning, immersed in both previously acquired knowledge and accumulated learnings. From a theoretical perspective, Argyris and Schon \[[@B4]\] distinguish three types of organisational learning that are essential to understand and analyse in order to overcome the fragmentation of care. First, simple or single-loop learning refers to corrective actions implemented in response to shortcomings in the organisation's activity. Second, double-loop learning connects and links "knowledge with understanding and reasoning for action", and triple-loop learning involves learning about the actual learning processes. Organisations committed to triple-loop learning will have few limitations for understanding the relationship between action and results, and they will be ahead of the rest as regards adaptation capacity and unlearning the old ways of doing things, these being key aspects for developing care integration.

Discussion of its impact
========================

As it has already been mentioned, the concept of organisational learning does not have such an extensive track record in the health field as in other sectors, although organisations such as the Institute of Medicine \[[@B22][@B23][@B24]\] have highlighted its relevance in the health area.

If we focus on the area of knowledge of care integration, the impact of organisational learning theories is even more limited. Although there have been some relevant contributions, most are exploratory and conceptual approaches, and except for a paper by van Wijngaarden et al \[[@B25]\], we have found no other empirical studies.

In fact, van Wijngaarden's group conducted a qualitative study from an organisational learning perspective within an integrated network of care provision for stroke patients in the Netherlands. It mainly centred on the professionals' management of organisational boundaries in the patients' transitions. Their findings show the importance of relational and collaborative elements with regard to joint learning between professionals from different organisations. They also show that knowledge coding tools such as routes and protocols are useful, but that they need to be complemented by others enabling tacit knowledge transfer. This paper contains a valuable and relevant practical application of the organisational learning perspective in care integration.

On a theoretical level, Tsasis et al \[[@B26]\] explicitly proposed conceptualising integration as a learning process and the organisations and professionals as players who learn within a framework of complex adaptive systems. They particularly stress the need to understand the phenomenon of learning and its barriers and facilitators in the context of cross-disciplinary groups of professionals. Finally, they highlight the capacity of learning to learn as a key element in the organisations' effective performance. They thus bring together four lines of knowledge: organisational learning, integrated care, the complexity theory and the theory of "learning organisations". It is a theoretical contribution of great importance, but it has not been developed empirically.

Other authors have analysed care integration from the perspective of collaboration and coordination within and between healthcare providers and the role of learning in healthcare. Internal collaboration is complex in itself, as transparency is required and defensive routines must be overcome \[[@B20]\], but external collaboration is an even greater challenge, particularly when the entities have different approaches and ways of working (primary healthcare vs. hospitals, for example), different goals and they may even have been former competitors \[[@B27]\].

Despite this scarcity of contributions, the enormous potential of organisational learning for the development of integrated care should be highlighted, for example:

*From a knowledge management perspective*. As Davenport and Prusak \[[@B28]\] stated: "Knowledge management is managing the corporation's knowledge through a systematically and organisationally specified process for acquiring, organising, sustaining, applying, sharing and renewing both the tacit and explicit knowledge of employees to enhance organisational performance and create value". Therefore organisational learning theory is a fundamental metatheory for understanding the knowledge transfer phenomena inherent to the development of integrated care. The members of an organisation interact to add meaning and knowledge to the relationship between a determined action and the result obtained, and also to the effects of the context of their organisation (i.e. learning environments) on this relationship. In this regard, it is particularly important to be able to analyse whether the organisational and cultural profiles are relevant for better learning, i.e. whether there are differences between intra- and inter-organisational learning and which elements act as barriers and facilitators in each case, such as integration initiatives, with regard to either processes or structures. The nature of the knowledge is also relevant, i.e. whether it is tacit or coded, as developing care integration requires advancement in both types of knowledge \[[@B25]\] like guidelines, protocols, shared medical records, etc. on the one hand, and routines, values, ways of doing, etc. on the other.

*From the perspective of organisational identity*. The development of vertical integration, either virtual, through ACO agreements or similar, or real, with the creation of single-ownership IHOs (Integrated Healthcare Organisations), enables a comparative analysis to be made of the intra- and inter-organisational learning processes and whether these have any differentiating features in organisations with a unique or different "identity". The traditional experts' consensus can be summed up in the well-known statement by Burns and Pauly \[[@B29]\] "integrated care structures rarely integrated the actual delivery of patient care", and the subsequent literature on the subject \[[@B30]\] is fairly consistent with regard to showing that mere vertical integration via merger or absorption does not guarantee greater clinical integration or better health outcomes \[[@B31]\] or better economic outcomes \[[@B32]\], although it is not totally conclusive \[[@B33]\]. This issue, therefore, merits more detailed analysis, not only from the organisation's legal perspective but also in terms of its identity and the relationship between identity and learning. Organisational identity is referred to as the character of an organisation that is considered central, distinctive and enduring and it is also deeply linked to organisational culture because it is grounded in organisational symbols and local meanings. Several authors have demonstrated that groups of people with strong organisational identification have greater intentions to stay with a firm, perform better, and are more cooperative \[[@B34][@B35]\].

*From the perspective of process redefinition and optimisation*. The change from fragmented processes to patient-centered integrated processes is one of the essential transformations in achieving integrated care, in the words of Shortell et al \[[@B36]\] "to offer a coordinated continuum of services to a defined population". With very few exceptions, it seems that in the health sector more progress has been made in single-loop learning (the incremental improvement of existing processes at the operational level) than in double-loop learning (process redesign) or deutero-learning (learning to learn). For example, in many quality improvement initiatives, the single-loop learning approach dominates assuming that problems and their solutions to be close to each other in time and space. Transformation towards integrated care requires a shift to a systemic perspective questioning the underlying way that "things" has been done and thus calls for double-loop learning.

*From the perspective of organisational ambidexterity*. The term ambidexterity is used to refer to the need to achieve a balance between different forms of learning. An ambidextrous organisation is thus an organisation able to combine different forms of learning. An article by March, published in 1991, states that exploration and exploitation involve two different forms of organisational learning \[[@B37]\]. Exploitation involves learning geared to detection and correction of errors (enabling improvement of the existing organisational processes), as opposed to learning geared to questioning the theories-in-use or basic starting assumptions, enabling these processes to be renewed. The organisational processes are not questioned in the former case, unlike in the latter case where this questioning may give rise to their total renewal. In the case of integrated care, the incremental improvement of processes built in silos (primary care vs. hospitals; public health vs. healthcare, healthcare vs. social care, etc.) contributes to the efficiency of organisational units but not to that of the actual system of care. Therefore, the development of exploratory capacities is required. This entails behaviour geared to flexibility, searching, change, variation, risk, experimentation, play, discovery or innovation. Exploration is characterised by the reorientation \[[@B38]\] of routines and organisation processes and by the search for new rules, technologies, goals and purposes, rather than merely learning to develop the existing routines more efficiently. Similarly, as knowledge regeneration occurs, exploration also includes abandoning obsolete or useless knowledge, i.e. "unlearning" \[[@B39]\]. The perdurance of a wide translational gap between research and practice in the health sector allows us to conjecture that the provider organisations have made more progress in exploiting knowledge than in exploring it. Integrated care development may therefore be linked to the development of exploratory capacities within the provider organisations, working on organisational ambidexterity. Many of the successful integration experiences have been conducted as part of pilots or one-off projects, often in contexts permitting innovation outside the existing "rules" and organisational inertias. However, the scalability of pilot projects to other organisations or larger organisational units continues to pose challenges which the organisational learning literature can help to understand and resolve.

*From the perspective of learning organisations*. It is noteworthy that most organisations identified in the literature as health sector learning organisations are integrated health systems such as Kaiser Permanente, Geisinger, VHA or Intermountain \[[@B24][@B40][@B41]\]. A distinguishing feature of these high-performing organisations in environments of great uncertainty such as the health sector is their capacity to involve their professionals in higher-order learning processes. Organisations committed to triple-loop learning processes will have few limitations for understanding the relationship between action and results, and they will be advantaged with regard to adaptation capacity, resilience and sustainability.

Key lessons
===========

Transformation towards integrated care can be conceptualised as an organisational learning experience. This transformation requires collaborative learning between cross-disciplinary teams and different care levels, and often between different healthcare organisations. It is essential to know and understand these dynamics and observe how they are influenced by professional cultures and the identities and cultures of the organisations.

Organisational learning within a context of care integration is linked to the achievement of better results, but the learning curve can show reversals at the initial stage, as it is necessary at this stage to invest in exploration activities in detriment to exploitation activities \[[@B10]\]. Achieving a trajectory of positive results requires successful implementation of proven innovations and an extensive time frame. This is the case for many of the success stories cited in the literature \[[@B42]\].

Finally, cross-fertilisation between organisational learning, theories of innovation and quality improvement, complexity science and implementation research may facilitate major progress in understanding care integration and developing interventions for its advancement (best practice sharing, design of learning environments, interorganisational collaboratives, communities of practice, different types of training activities, internal problem solving, leadership development, etc.) and instruments for measuring them, like the Learning Organization Survey developed by Singer et al that has been applied in healthcare with valuable results \[[@B43]\].

Conclusion
==========

This paper has explored the historical evolution of how the concept of organisational learning has been used in the field of care integration and has drawn some useful conclusions for practical implementation of the concept and research in this area of knowledge.

This study has the limitations of the sources of information consulted and the non-unequivocal nature of the guiding concepts, particularly those related to care integration, for which a large number of similar or related concepts exist \[[@B44]\].

We have confirmed that the application of the organisational learning theory in order to understand care integration processes, strategies, interventions and initiatives has been very limited up until now, despite the pioneering contributions that have been made since the 1990s, most of which remain valid today. This paper's main contribution is the recovery of these contributions, combining them with some more recent ones that advocate the role of organisational learning in the understanding of care integration processes.

To sum up, the concept, theories and methods of organisational learning have great potentialities from the perspectives of both research and management, and they may help us to understand what has become known as the "black box" \[[@B45]\] of care integration initiatives. In the present context, where initiatives for developing integrated care proliferate in many health systems around the world, its future use is a promising prospect. We trust that we will not have to wait another two decades to obtain useful results.
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